Background
Liver fibrosis (LF) is a process in which the body responds to and repairs the liver injury caused by various pathogenic factors. In the initial stage, the process is manifested as extrahepatocellular deposition of fibrous matrix, which may progress to cause structural changes and reconstruction of hepatic lobules and ultimately lead to cirrhosis [1] . Researchers have found that the degree of LF can reflect the effectiveness of antiviral therapy in patients with viral liver diseases, where the severity of LF is associated with patients' clinical outcomes and may reflect the prognosis of patients [2, 3] . LF can be caused by a variety of factors such as viral infection, alcohol abuse, and autoimmune diseases, which may ultimately progress to cirrhosis. Portal hypertension is the most common complication of cirrhosis [4] , and pressure in the portal vein is closely associated with the severity of disease [5, 6] . However, early LF and portal hypertension lack typical clinical symptoms due to powerful liver compensation. Studies have shown that early aggressive intervention can reverse the progression of LF [7] , which can delay or even prevent patients with chronic liver diseases from developing portal hypertension [8] . Therefore, assessment of LF and portal venous pressure is important for the development of therapeutic strategies, monitoring of disease progression, and efficacy of treatments.
Currently, liver biopsy is still considered the criterion standard in diagnosing LF [9] . Portal pressure gradient and free portal pressure (FPP), which are 2 recognized measurements of portal venous pressure, are invasive examinations that are not easily accepted by patients, require high medical costs, and are difficult to implement at the grassroots level. Portal venous pressure rises gradually with the exacerbation of LF [10, 11] . Some scholars have demonstrated through elastography technology that liver stiffness can indirectly reflect portal venous pressure [12] [13] [14] . In this study, hepatitis B patients undergoing liver surgery were selected as subjects and SWV was measured using ARFI technology to reflect liver stiffness. Preoperatively, serological markers of LF were collected and fibrosis indices APRI and FIB-4 were calculated. FPP was measured intraoperatively and fibrosis of liver tissues was pathologically staged postoperatively. The above results were studied, with the aim of preliminarily investigating the assessment of LF in patients with hepatitis while assessing the portal venous pressure.
Material and Methods

General information
Patients with hepatitis B who were admitted to our hospital for open hepatectomy from February 2013 to August 2015 were selected. Inclusion criteria were: those positive for HBsAg, who did not receive anti-liver fibrosis medication. Exclusion criteria were: patients with severe cardiopulmonary diseases or blood diseases; and patients who had recently taken coagulation-affecting drugs; those with cholestasis, acute liver injury, cavernous transformation of portal vein, positive HCV-Ab, HIV infection, autoimmune hepatitis, or compressed major intrahepatic vessels. Finally, a total of 126 eligible patients signed informed consent and were enrolled into this study. Of these, 81 were males and 45 were females, with a mean age of 48.3 (21-66) years. This study was approved by the Institutional Review Board of the First Affiliated Hospital of Shihezi University School of Medicine. Each of the subjects signed written informed consent.
ARFI imaging
All patients underwent ARFI examination within 1 week preoperatively. Patients were fasted for more than 8 h. The Siemens ACUSON S2000 ultrasound system with ARFI imaging software and 4C1 convex probe was used. All patients underwent routine ultrasound scanning of the liver in supine position. Right arms were lifted around the head to fully expose the intercostal spaces on the right side, then a probe was gently placed at the 5-7 th right intercostal spaces. After starting the ARFI imaging system, liver parenchyma around proposed surgical sites were detected while avoiding visible intrahepatic vascular structure. Patients were asked to hold their breath during each of the ARFI measurements. Measurements were done 10 times at the right lobe of the liver, at the depth of 2 to 3 cm under the liver capsule.
Serological markers of LF
Blood was collected from all patients on admission for detecting biochemical, blood routine tests, and coagulation indices. LF-related indices, APRI and FIB-4, were calculated according to the following formulas:
APRI=AST/AST ULN×100/PLT; FIB-4=(age×AST)/(PLT×ALT 1/2 ).
Intraoperative measurement of FPP
Intraoperatively, the right gastroepiploic vein or superior mesenteric vein was fully exposed and dissected. An infusion tube was filled with normal saline, connected to the intravenous catheter, and exhausted, followed by occlusion of the tail end. The intravenous catheter was inserted into the dissected vein and fixed. The infusion tube was lifted vertically and opened at the top end. Liquid in the infusion tube dropped naturally until stabilized, and the liquid surface height was measured with the anterior lumbar margin as the zero point, which was precisely the FPP (cmH 2 O). 
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Pathological examination
All liver tissue specimens were collected from the normal liver tissues at the resection margins of space-occupying liver lesions. Tissues close to the elastography imaging sites were collected whenever possible. The specimens were 10% formalin-fixed, paraffin-embedded, sliced, and stained with HE and MASSON. Biopsies were read blindly by 1 senior pathologist for staging of LF. LF was classified into stages 0 through 4 according to the Metavir system [14] , where stage 0 (F0) has no fibrosis; stage 1 (F1) has portal fibrosis without septa; stage 2 (F2) has portal fibrosis with few septa; stage 3 (F3) has numerous septa without cirrhosis; and stage 4 (F4) has cirrhosis.
Statistical methods
All data were statistically analyzed using SPSS (SPSS Inc., Chicago, IL, USA) 17.0 and MedCalc 12.7.0 software (MedCalc Software bvba, Mariakerke, Belgium). Measurement data were tested for normality and expressed as mean ± standard deviation if they had normal distribution; otherwise, they are expressed as median (interquartile range). Ranked data were analyzed by Spearman correlation test, while measurement data were analyzed by Pearson correlation test. ROC curves of ARFI, APRI, and FIB-4 were plotted; cutoff value, sensitivity, and specificity were calculated; and differences in AUC were examined by Z test. p<0.05 was considered statistically significant.
Results
The basic characteristics are shown in Table 1 . 
Discussion
Most chronic liver diseases can cause LF and eventually progress to cirrhosis. According to a study, the incidence of liver cancer increases with increasing severity of LF in patients with viral hepatitis [15] . Liver cirrhosis is often accompanied by portal hypertension. It has been reported that 30% of cirrhotic patients develop gastrointestinal bleeding within 2 years after occurrence of esophageal varices [16] , which may result in 1-year rebleeding rates of up to 70% and mortality of 33% if not treated in time. According to statistical analyses [17] , China has become the country paying the highest social costs for hepatitis B, cirrhosis, and liver cancer in the world. Nearly 100 million of the world's 350 million hepatitis B virus carriers are Chinese; and among approximately 700 000 viral hepatitis-related deaths annually worldwide, China account for nearly half. Reported cases of hepatitis B have topped all notifiable infectious diseases over the years in China, accounting for about 1/3 of the total infectious disease cases. In addition, annual new infections of hepatitis B are up to 100 000 in China. Therefore, early detection and intervention are vitally important for the control and treatment of LF, and research on changes in FPP at different LF stages is of great significance to the early prevention of portal hypertension. However, liver puncture biopsy, the criterion standard, has 3 limitations [18] :
(1) invasiveness, with a mortality of 0.1-0.01%; (2) Sampling error, with the liver tissues collected accounting only for 1/50 000 of the entire liver; and (3) Difficulties in performing liver puncture biopsy in rural and remote regions. For the above reasons, non-invasive diagnosis of LF has become an important topic in the field of ultrasound [19] .
ARFI technology enables localized micro-deformations within corresponding tissues by transmitting a long tone burst or pulse (hundreds of cycles) to the region of interest, relying on ultrasonic probes, and can achieve quantitative analysis of tissue stiffness by measuring SWV produced in that region [20] . ARFI technology can test the elasticity of tissues within specific regions by combining real-time 2D sonograms: the stiffer the tissue, the faster the propagation of transverse shear waves and the greater the SWV value. A number of studies have shown that the influences of sex, age, oral contraceptives, steatosis, ascites, and AST level on ARFI are negligible [21, 22] , thus widening the application range of ARFI technology. In the present study, this relatively new ultrasound technology was used to assess LF and FPP. When collecting patient data, factors likely to influence SWV in elastography were strictly controlled and patients with cholestatic or liver injury were excluded. Cholestasis and acute liver injury can significantly increase the liver stiffness of the liver, which thus affect the results of elastography [23, 24] . The APRI and FIB-4 indices used in this study were initially used to assess LF in patients with hepatitis C. In the present study, all patients underwent ARFI measurements within 1 week preoperatively, and tissue specimens were collected immediately after surgery. Some scholars believe that the interval between ultrasound elastography and tissue specimen collection should be within 3 months to yield reliable results [28] . Our results were not affected by time interval. Serological results were based on blood samples collected on morning after admission for all patients, and were not affected by any treatment. Time from blood sampling to specimen obtainment did not exceed 4 weeks. We measured FPP immediately after abdominal incision, without making excessive exploration, which not only unified the standards, but also reduced the surgical influence on FPP.
Conclusions
ARFI, APRI, and FIB-4 all have a highly consistent association with the stage of LF, and can be used in assessing the severity of LF. The present study was a preliminary investigation of the feasibility of using the above indices alone or in combination in assessing FPP. ARFI, APRI, and FIB-4 can be useful in assessing LF in patients with hepatitis B while assessing the portal venous pressure.
